always tubercle bacilli. At Brompton Hospital it was the custom to apply the alcohol test as well. If the bacilli were acid-and alcohol-fast they were assumed to be tubercle bacilli. With regard to double perforations: He did not include attic perforations; the tuberculous perforations were always in the tense part of the drumhead.
Mr. Graham Brown had asked about mixed infections. He (the speaker) thought that cases with mastoid infection pursued a slow course, and the necrosis of the bone was similar to tuberculous necrosis elsewhere. The slow progress he attributed primarily to the tuberculous rather than to the pyogenic part of the infection of the ear. One did not see a pure tuberculous affection of the ear.
Sir StClair Thomson (in reply) said he was interested in MIr. Fraser's observation that double or multiple perforations were to be found not only in tuberculosis but also in other conditions. That was important for the medical student, who had been expected to say that double perforations implied tuberculosis.
In spite of what Sir James Dundas-Grant said, this disease-rare exceptions to the contrary-was one with a most serious outlook. Mr. Sydney Scott's dramatic story of the doctor was of interest. It was too often his (Sir StClair's) duty to see patients who, for a persistent cough, had had their tonsils removed before it was discovered that they had tuberculosis. Luckily, many cases escaped harm, but others were made much worse by the operation. No doubt Mr. Scott would not have operated on that patient had he known about the rise in temperature. Another fact which emerged was the value of the clinical thermometer, and the need to give its readings greater respect, as was done in all sanatoria. He remembered reading Ricord, who was the great authority on syphilis in the last century. Ricord was reproached on his death-bed with having seen syphilis everywhere. His reply was that his only regret was the number of cases he had overlooked! Early tuberculosis was overlooked by all of us every day. It had been brought out by recent laryngeal work how many tuberculous cases were mistaken for malignant disease. There were many methods of observation, but the temperature constituted a great guide. Dr. Moxon, of Guy's Hospital, used to have a stock question for examinees at the Royal College of Surgeons: "What are the possibilities' in the presence of an unexplained rise of temperature?" Dr. Moxon, as a rule, sent students back for six months, but if anyone did not mention tuberculosis when answering that particular question, he was sent back for a year. ILLUSTRATIVE CASES. April, 1930 . Examination showed a large anterior perforation and another large posterior one, the latter showing granulation tissue on the inner wall. Tubercle bacilli have not been fQund in the pus. There is no pulmonary phthisis. This appears to be an example of infection by the blood-stream.
Edith S. Attended Golden Square Hospital, October, 1930. History of three years' pulmonary phthisis, with tubercle bacilli in sputum. Larynx has never been involved. June, 1930: Slight pain in right ear, followed by discharge and deafness, which have persisted. October, 1930: Small anterior perforation, large posterior perforation. On January 22, 1931, anterior perforation had increased in size, posterior one appeared to have scarred over. Tubercle bacilli were found in the aural discharge.
Ernest L., Brompton Hospital. Suffered from pulmonary phthisis since 1919, with tubercle bacilli in sputum. Has had tuberculous laryngitis; now cured. November, 1929, suffered from deafness, followed by painless onset of discharge from right ear. April, 1930: On examination there was a pin-point perforation in the antero-inferior segment. In May, 1930, this was larger, and there was a larger one in the postero-inferior segment. In November, 1930, the two perforations had coalesced, and in January the resulting perforation had slightly increased. Labyrinthine reactions were reduced on the right side, But there was total deafness. Skiagram showed appearances suggestive of an eighth-nerve tumour. The ear was examined at operation. The mastoid was normal, but the middle ear was occupied by a hard swelling, a portion of which was removed, and subsequent section showed it to be a giant-celled granulomatous growth.
Since then the patient has resumed his occupation. and the svmptoms remain the same.
Tuberculosis of the Middle Ear with Bacilli in the Ear Discharge, although Absent from the Sputum. -Sir JAMES DUNDAS-GRANT, K.B.E., M.D. F. B., a youth, now aged 24, suffered from extensive tuberculous disease of the left lung, treated by artificial pneumothorax at Brompton Hospital. No tubercle bacilli were found in the sputum.
Referred to Throat and Ear Department, January, 1927, on account of deafness and discharge from ears, of nine weeks' duration, which had come on suddenly, without pain, first in left ear and then in right. After removal of crusts, the membranes were found to be intensely congested, with a white patch on the posterior part of the right one. Some cholesteatomatous material removed from attic on right side. Hearing extremely reduced, whisper, only 4 in. on each side; bone conduction increased and Rinne negative; Eustachian tubes free; no perforation sound on inflation; naso-pharynx normal. On account of the extreme deafness and the painless onset a diagnosis of probable tuberculosis of the middle ear was made. Patient continued using spirit drops for a few weeks; then a few drops of pus, sucked out of the middle ear by means of a U-shaped pipette, were found to contain tubercle bacilli. He then used iodoform drops (iodoform 5 gr.; acetic ether 2 dr.; rectified spirits
